demonstrates that there is no statistical difference in the distribution of these two factors between the two groups of patients; for histology X2=5.4 (P>0.1), and for Dukes' staging X2= 1.9(P>0.1). Furthermore, the incidence of lymph node involvement, which is probably the most important single factor in long-term prognosis in these tumours, was similar and not statistically different: 40.9 % in the primary resection group and 46.4 % in the staged resection group.
Clinical selection: The clinical indications for primary resection are difficult to assess in a retrospective survey but detailed inspection of the causes of early mortality does give some information. After a staged resection only one patient died in the first postoperative month, aged 86, of a pulmonary embolus, but after primary resection 4 patients died, all of fxcal peritonitis. This finding is in keeping with other reports of a high immediate mortality after primary resection (Goligher & Smiddy 1957) . During the next 11 months, in the staged resection group there were 6 deaths from recurrent tumour but none from this cause after primary resection. Although the survival figures by the end of one year are similar, the cause of the mortality in the two groups is different. Therefore, at the end of the first postoperative month the staged resection has an advantage over primary resection. By the end of one year this advantage is lost and at 5 years there is a twofold advantage to primary resection. This difference between immediate and late prognosis indicates that clinical selection does not have a simple relationship to the long-term findings. are more frequent after staged resection until the end of the third year. From this time onwards the twofold difference between primary and staged resection is statistically significant at the 1 and 20 level. The conclusion from this data is that there is sufficient evidence to suggest that a prospective trial should be carried out to compare the results of immediate resection with those of staged resection of tumours causing large bowel obstruction. In such a trial it would be important to use the surgical techniques which minimize postoperative fiecal peritonitis. Mersilene mesh (Ethicon) is made up of a polyester woven fibre and is a synthetic prosthesis which has been used for many years in the repair of abdominal wall defects. It has certain characteristics which allow it to be implanted in human tissue with minimal reaction and without impairment of wound healing. As an implant it offers certain advantages which make it useful in new techniques devised for the treatment of rectal prolapse. Since 1967 the author has used this material in two types of repair, a perineal technique for high risk patients and an abdominal procedure for low risk patients.
Perineal Repair
Where an abdominal procedure is contraindicated Thiersch's procedure (Kirschner 1933) , where a wire ring is placed round the anus, is favoured by most surgeons. However, although the technique is simple, it has numerous disadvantages:
(1) The wire ring is rigid and is situated at the anal outlet under the perianal skin, thus failing to give lateral support to the anal canal and merely acting as an obstruction to an intussuscepting rectal prolapse (see Fig 1) .
(2) The wire occasionally cuts through into the anal canal. With the advent of the implantable synthetic mesh a procedure which aims to place a ribbon of mesh around the anus and anorectal musculature at the level of the puborectalis muscle would be ideal as it would support both the anorectal angle and the anal canal (see Fig 1) .
Techniqute: Before operation it is essential to clear the lower bowel of faces by enemas. The operation is carried out with the patient in the lithotomy position. A swab is inserted into the anus and rectum to prevent leakage of mucus and descent of the prolapse. A transverse incision is made anterior to the anus and perineal body and a dissection made into the rectovaginal space to a level well above the pelvic floor muscles. A vertical second incision is then made posterior to the anus to enter the retrosphincteric space and the dissection continued towards the coccyx. The index finger is then inserted through the posterior skin incision and by blunt dissection it is pushed forwards and laterally towards the ischial tuberosity. The finger which is now high in the ischiorectal space is then hooked medially until it meets the levator muscles which prevent it from entering the rectovaginal space. A large curved artery forceps is then introduced through the anterior incision and the forceps tip directed in a posterolateral direction on to the tip of the finger in the ischiorectal space. The forceps are then pushed through the pelvic floor muscles (largely the puborectalis muscle) on to the finger, which is then withdrawn guiding the forceps through the ischiorectal space and out through the posterior incision. The forceps have thus passed from the supralevator rectovaginal space into and through the infralevator ischiorectal space. The procedure is then repeated on the opposite side. With the two forceps surrounding the anus, a ribbon of Mersilene mesh (approximately 4 cm wide) is grabbed by its two ends and then the forceps are withdrawn pulling the mesh into the posterior dissection so that it surrounds the posterior and lateral aspects of the anorectal musculature. The mesh is then double-breasted anteriorly and sutured together with interrupted Mersilene suture material. A further stitch is placed to bring the puborectalis muscles together and at the same time to include the mid-anterior part of the mesh ring. The ring of mesh should admit two fingers. The wound is then closed with interrupted monofilament nylon.
The procedure overcomes many of the problems associated with the Thiersch wire technique. On rectal examination the mesh is felt as a cord around the anus and on contracture of the sphincters is felt to move and support the anorectal angle. Since 1967 the technique has been used on 18 patients. So far there has been no infection, no breakage, no cutting through and no need for removal of the mesh. Patients who have previously had Thiersch wires have been able to compare the latter with the perineal mesh technique and subjectively there has been a great difference. All have expressed their gratitude for the lack of discomfort and in particular the easier management of their bowels. Some have noted a definite improvement in anal continence.
Abdominal Repair
For the low risk patient the abdominal procedure favoured in Great Britain is the Ivalon sponge implant technique (Penfold & Hawley 1972) . This operation relies on the production of an intense fibrotic reaction generated by a piece of Ivalon sponge wrapped around three-quarters of the circumference of the rectum in a horse-shoe shape leaving part of the anterior wall uncovered.There is no adherence of the rectum to the sacrum but a thickening of the rectal wall develops which prevents the prolapse (see Fig 2A) .
Although the results have so far proved satisfactory, the Ivalon sponge has certain disadvantages when implanted in human tissue. Initial fibrosis is uncontrolled and varies from patien to patient; it does not, however, last (Hawe & Rastelli 1969) . Ivalon sponge is also known to, induce sarcomatous changes in rats, although so far this has not been reported in humans. If pelvic infection occurs the morbidity is high. As the sponge is wrapped around most of the circumfer- rectumfor most ofits circumference exceptfor a gap anteriorly. B, Ripstein's procedure: A synthetic mesh is sutured to the anterior and lateral walls of the rectum and then to the sacral hollow. C, author's procedure: A rectangular piece ofMersilene mesh is sutured to the mesorectum and lateral ligaments and then to the sacralpromontory ence of the rectum it lies close to the ureters and there is a danger of the latter becoming involved and periureteric fibrosis occurring. For these reasons the author has looked for another material.
In the USA, Ripstein's procedure (Ripstein 1965 ) has gained favour. A polyester mesh is wrapped around the anterior and lateral walls of the rectum and then the mesh is sutured to the rectum and finally anchored to the hollow of the sacrum. Unfortunately this form of rectal fixation does not allow for expansion of the rectum so that at the site of attachment the mesh may behave as a mechanical obstruction if there is excessive fibrous reaction to the implant or if it is too tight (see Fig 2B) .
Although the above two procedures have given good results it is still worthwhile trying to improve upon the two techniques. Mersilene mesh when implanted is permanent so when it is attached to the rectum there is no problem of its eventual disappearance as occurs with Ivalon sponge. To overcome some of the disadvantages of the Ripstein procedure, the author places the mesh posterior to the rectum surrounding about a third of its circumference thus allowing expansion of the anterior and lateral walls of the rectum and also keeping well away from the ureters (Fig 2c) .
Technique: Through a midline incision in the lower abdomen the rectum is mobilized down to the levator muscles by dissecting it from the hollow of the sacrum and severing the lateral ligaments. A rectangular piece of Mersilene mesh approximately 5 x 8 cm is then sutured to the sacral promontory and the long axis of the mesh is placed parallel to the rectum in the presacral space. The mesorectum and the lateral ligaments are then sutured to the mesh so that it lies snugly against the posterior wall of the rectum. Re-peritonealization is performed after excising the deep pelvic peritoneal pouch. There is no drainage. Throughout the procedure Mersilene or braided synthetic suture materials only are used. It is absolutely essential not to use silk or cotton suture materials. The procedure, in effect, is a rectopexy which suspends the rectum but in addition the presence of the mesh results in thickening of part of the rectal wall with the result that prolapse of the rectum is prevented.
Since 1967 the operation has been performed on 19 patients. So far there have been no complications and no recurrences. History: The patient, aged 55 years when seen in 1969, complained of a lump at the anus which had been present for 6 months. He admitted to passing fresh red blood and mucus per rectum intermittently for 10 years.
He was grossly obese (20 stone, 126 kg), and examination was difficult, but a large tumour was palpable in the left anal wall. At a subsequent examination under anesthesia the tumour was confirmed, as was the absence of ulceration of the overlying mucosa. A biopsy revealed an adenocarcinoma with abundant mucin formation. Sigmoidoscopy to 20 cm revealed some blood and mucus in the rectum. A subsequent barium enema showed a partial obstruction in the descending colon.
Laparotomy confirmed an annular carcinoma of the descending colon, with no signs of spread elsewhere. A combined synchronous abdominoperineal excision of the rectum and left hemicolectomy were performed and a left transverse end-colostomy fashioned. Block dissection of the inguinal lymph nodes was not performed. The postoperative period was uncomplicated and there has been no evidence ofrecurrence. 'Present address: Magdalene College, Cambridge
